Introduction
Retained foreign body in the abdominal cavity following surgery is a recurrent problem. However the incidence is grossly underestimated [2] and rarely reported [3] . The rarity of reported cases may be due to medico -legal implications or the surgeon's unwillingness to advertise his errors. The incidence of retained foreign body in literature is 1 per 1000 to 1500 laparotomies [4] . Retained foreign body in peritoneal cavity is one of the known but avoidable complications of abdominal surgery. It is more liable to occur when surgery is done in a non-ideal environment and negligence or ignorance on part of the medical personnel. It is the responsibility of the operating surgeon and the theatre staff to ensure that no foreign body is left inside the peritoneal cavity before closure of the abdominal cavity. Retained foreign bodies are of various types and include sponges/gauzes, artery forceps, other metal instruments, surgical needles, surgical drains, and rubber tubes. The surgical sponges/gauzes are the most common retained foreign body because of its common usage, small size and amorphous structure [5] Retained artery forceps are much showed distended abdomen with midline healed wound and localize peritonitis in right iliac and supra-pubic area. Bowel sound was hyperactive. Rectal exam showed soft stool no blood. Other clinical examination was unremarkable. Laboratory work showed only White blood cell of 15,000 others were normal. Imaging showed retained forceps intra-abdominally [ Figure 1 -2]. She was diagnosis with retained artery forceps causing small bowel obstruction. Laparoscopic exploration was established through right upper quadrant access using verse needle and total of three 5 mm trocars. Adehesolysis and exposing artery forceps done by running the small bowel. There was small bowel loop herniated through the opening of jaw of forceps causing obstruction (internal hernia) [figure1]. Opening of the forceps jaws laparoscopiclly released the obstruction. Bowel loops were healthy and there was no resection. Retrieval of forceps through right upper quadrant by extending the wound under vision. Post operative course was uneventful and patient discharged day five.
Discussion
Retained foreign body in a patient after surgery is an uncommon but dangerous error and it is grossly under estimated [2] . However many of the cases of retained foreign body are not reported [3] . The rarity of the reported cases may be due to medico-legal reasons. In literature the incidence of retained foreign body is quoted as 1: per 1000 to 1500 laparotomies [4] . In our environment, the incidence is unknown because no local data exist. The most common retained foreign body is abdominal sponge because of its common usage and amorphous structure [5] . The clinical presentation of retained materials may be acute or delayed [6, 7] . While many retained foreign materials are identified and retrieved immediately or shortly after surgery some may remain unidentified for years or decades [8, 9] . Intraabdominal retained artery forceps are much rare. Retained metal like artery forceps are inert and exert their effect through mechanical means like direct tissue damage causing ischemia, pressure effect giving rise to pain and discomfort [10] or forming an axis on which loops of bowel entangle leading to intestinal obstruction and strangulation or a loop of bowel going through the 'eye' of the retained artery forceps and getting trapped leading to strangulation [11] . They may also penetrate hollow organs for example gut leading to peritonitis or blood vessels leading to hemorrhage. In our case internal hernia of bowel loops through instrument was the cause of obstruction. A retrospective study found that retained instruments and sponges following an operation occurred more frequently in emergency surgery, especially where there was an unplanned change in the operative procedure, in patients with high mean body mass index [3, 13] . Others noted that huge intra-abdominal tumors or mass are risk factors as in our case. Other risk factors are fatigued surgical team, staff changes during operation, and failure to account for all sponges and instruments, leaving closure of abdominal wound to a junior, sometimes inexperienced [14] . In a case we present, there was two teams operating gynecology and general surgery. Exploratory laprotomy remains the mainstay of treatment to retrieve retained intra-abdominal foreign material. Laparoscopic removal is minimal invasive approach to avoid laprotomy especially post hernia repair with mesh. It allows better exploration and avoid midline repair. Post operative adhesion are limiting factor for completing laparoscopic exploration. But it is not always dense. In our case were manageable especially the hernia repair was on lay. Extracting instrument was challenging as we worked with five mm troacr. Right upper quadrant trocar site was extended and the forceps removed under vision.
Conclusion
A case of retained large artery forceps following hysterectomy and hernia repair is presented. Retained foreign body is avoidable and could be a costly error.. All preventive protocols must be observed under the strict guidance and full responsibility of the surgeon. The need to investigate properly a patient who complains of chronic abdominal symptoms following laparotomy should be encouraged as this will aid in making early diagnosis of retained foreign material before more serious complications of intestinal obstruction or strangulation, or peritonitis, intraabdominal abscesses or enterocutanous fistula supervenes. 
